[Summary] By J. N. PATrINSON, M.B., F.F.R., and G. OSBORNE, M.D., M.R.C.P., D.M.R.D.
The Middlesex Hospital, London DEFORMITES of the pyloric antrum seen at the Middlesex Hospital during a period of five years were reviewed. 7 cases came to light in which a deformity thought to be due to an annular carcinoma was found to be benign. In 3 cases the appearance was due to fibrosis associated with a low lesser curve ulcer. In 2 there was pyloric hypertrophy with a duodenal ulcer in one case and a benign duodenal tumour in the other. In 1 patient, considered inoperable and re-examined a year later when the antrum appeared normal, the deformity was temporary and must have been due to spasm or cedema. In 1 the antrum was adherent to the gall-bladder and there was evidence of a healed prepyloric ulcer.
The problem of the concentrically narrowed antrum has been discussed often before. In some of the reported cases the antrum appeared normal at re-examination using an antispasmodic. In others, at laparotomy intermittent spasm of the antrum was seen or was provoked by manipulation. In most the abnormality was found to be due to fibrosis in or around the antrum or to pyloric hypertrophy with or without a peptic ulcer in the vicinity or at a higher level (Jenkinson and Latteier, 1943; Jenkinson and Hamernik, 1948; Cohn and Gold, 1948; Flood, 1950; Balint and Slater, 1954) .
In our cases antral carcinoma was suspected because of the narrowing and absence of peristalsis. In each case, however, the edge was smooth, without "half-shadow" effect, "shouldering" or intraluminal filling defect, whereas in all the antral carcinomas seen during this period one or more of these signs were present.
On the other hand, rarely this type of deformity is due to carcinoma. (This point was illustrated by a case seen at St. Bartholomew's Hospital, shown by courtesy of Dr. R. A. Kemp Harper.) Nor is it safe to rely on a radiological diagnosis of pyloric hypertrophy. The indentation of the base of the cap claimed by Kirklin and Harris (1933) to be almost pathognomonic was seen in two of our antral carcinomas where the growth had invaded the duodenum. Also, the local ulceration with which pyloric hypertrophy is often associated (Desmond and Swynnerton, 1957 ) may be malignant (Albot and Magnier, 1953) .
At laparotomy it is not always possible to decide if the lesion is benign or malignant. This was the position in 2 of the 6 cases submitted to operation.
It happens that gastroscopy was not performed in any of these cases, though this problem can sometimes be solved in this way.
It seems that this type of antral deformity may be due to carcinoma but is more likely to be due to a benign condition. The patient should be re-examined using an antispasmodic and if doubt remains gastroscopy should be performed. It is suggested that this type of deformity is not good enough evidence of malignancy to outweigh normal gastroscopy findings.
